OFFICE OF MENTAL RETARDATION SERVICES
MR WAIVER INDIVIDUAL SERVICE AUTHORIZATION REQUEST
FAX VERIFICATION FORM

Must accompany all |SARs or resubmissions submitted by CSB and will be returned to CSB upon receipt.

COMMUNITY SERVICES BOARD

DATE

O Fax all submissions and resubmissions to PA

Specialist:

O Central Office forwards resubmissions to PA
Consultant specified below**:

Vivian Stevenson

804-786-9853 PHONE Consultant:
804-786-3283 FAX PHONE #:
vstevenson@dmhmrsas.state.va.us
CSB Contact Name:
CSB PHONE # CSB FAX #
MR OFFICE USE ONLY
v Vo ISAR, etc. ISAR, etc. ISAR, etc. ISAR, etc.
# Pgs. if if rec’d in C.O. | rec’'d by PAC | faxed to PAS | rec’'d by PAS
Name(s) of Individual(s) for attached (DON'T [Urgent | Resub- |(# of pgs rec’d(# of pgs rec’d] (# of pgs fx'd |(# of pgs rec’d
ISAR(s) and Preauthorization count MISSIO J& initials/date) & initials/date)}& initials/date)|& initials/date)
i n
Documentation this — — — —
cover # Initials # Initials # Initials # Initials
sheet) nis| & Date Inns| & Date Inns| & Date  fnns | & Date

*Submitting additional information requested by the PA Consultant.

Confidentiality Statement: This and any document accompanying this transmission contain
confidential health information that islegally privileged. Thisinformation is intended only for the use of
the individuals or entities listed above. If you are not the intended recipient, you are hereby notified that
any disclosure, copying, distribution, or action taken in reliance on the contents of these documentsis
strictly prohibited. If you have received thisinformation in error, please notify the sender immediately
and arrange for the return or destruction of these documents.
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